S. C., a Polish journalist aged 56, was admitted to St. James' Hospital on 30.10.46, having collapsed after three days' melaena. He stated that there had been some abdominal discomfort after meals for a few months. Six weeks previously he had vomited blood. He had been losing weight.
On examination he was found to be very pale and thin. B.P. 100/46. No mass could be felt in the abdomen. Blood-count on day of admission: R.B.C. 1,940,000 per cmm., Hb 28%. He was given a blood transfusion and early light feeding and there was no further massive haemorrhage.
Five days after admission a gastroscopic examination disclosed the presence of a polypus of the fundus of the stomach with the "bridging folds" sign of Schindler at the base and a white polypoidal edged ulcer at its apex (see Plate). The mucosa of the stomach was atrophic but no other tumour of the stomach was present. Fractional test meal revealed complete achlorhydria. Later he began to get pain after meals again, and an X-ray examination about this time showed a filling defect, evidently the stalk of a mass which originated at the fundus of the stomach. The tumour itself, thinly covered with barium, appeared to be intussuscepted into the duodenum. The gastroscope was passed again at this time but unobstructed views could not be obtained, which tended to confirm that some gross anatomical distortion had taken place.
Operation.-On 29.11.46, under cyclopropane and local anesthesia, a transthoracic transphrenic laparotomy was performed, after removing the tenth rib. The fundus of the stomach was found to be intussuscepted, the apex of the intussusception being a hard tumour lying in the grossly distended duodenum. The intussusception was easily reduced. In view of the extremely hard -consistency, nodularity of the base of the tumour, enlargement of the paracardial and superior gastric lymph glands,-and the persisting ulceration, a radical resection was carried out, the upper two-thirds of stomach, 3 cm. of cesophagus, spleen and neighbouring omenta and glands being removed. After closing the cut end of the lower segment of the stomach an "end-in-side" cesophago-gastrostomy was performed. The remaining stomach was securely anchored and diaphragm and chest were closed with drainage of the pleural cavity.
The post-operative progress was normal, fluids by mouth were taken on the second day, he was up on the sixth day and was discharged, taking food very well, on 21.12.46. The specimen.-The tumour, 12 cm. by 7 cm. by 7 cm. has its base about 2 cm. from the cardiac orifice. It is hard in consistency and has an ulcer crater at the Proceedings of the Royal Society of Medicine 16 apex. On inserting a probe the ulcer is found to penetrate right to thebase of the tumour. Other smaller and more superficial ulcers lie on the tumour. At its base outside the stomach are several small prominences which. on section were found to be a part of the main tumour. The cut surface of the tumour has an appearance similar to that of a uterine fibroid.
Histological report (Dr. Anne Gibson).-The main tumour is composed of unstriated muscle cells and fibroblasts. These cells are regular -in size and staining and show no tendency to invade the atrophied layer of stomach mucosa which covers the tumour. The section of a subsidiary nodule at the base of the tumour shows similar appearances, but here many of the cells are vacuolated and the nuclei are therefore compressed. Appropriately stained sections show that this vacuolation is not duwe to the presence of fat. This portion of growth is surmounted by a compressed layer of fibrous tissue and there is no histological evidence of lymphoid tissue.
Comment.-Intussusception of a gastric polypus into the duodenum is a wellknown complication, and it was no doubt the cause of the pain in this case. The transthoracic route undoubtedly gave the best possible approach to the tumour, and the radical resection performed would not have been possible by an abdominal route. The after-histories of leiomyomata (of which this fibromyoma must be considered a variety) show that a large number eventually become malignant. The short history of this case, the large size, persistent and multiple irregular ulceration of the tumour led to suspicion of its innocence. Histological examination shows no evidence of malignancy, although it is occasionally misleading. The deep ulceration may have persisted as a result of the prolapse into the duodenum, or it may be that it in part resulted from cystic degeneration of the tumour, a degeneration to which the gastric leiomyomata are prone. 
